Both arms of the study were essentially nurse-led (two teams at each site) with tertiary qualified nurses with post-graduate qualifications in cardiac care and experience in heart failure management. The key point of differentiation was the mode of delivery, the clinic-based intervention group received ongoing management via a specialist, multi-disciplinary clinic and no home visits were applied. Alternatively, the home intervention group was predominantly managed via an out-reach program of home visits by a specialist heart failure nurse with close liaison with the patient's family physician and referral to other health care services as required. This approach did not preclude homebased intervention patients attending a cardiology outpatient clinic.
Stewart et al (2015) 17
Face-to-face home visits with additional telephone support Communications with other health professionals delivered via automated reporting systems based on standardised and structured assessments Martin et al (2016) 18 A single and simultaneous page to the cardiology team to facilitate rapid access to the cardiac catheterisation laboratory, this was called the 'Cath Lab Code'. In addition, the Cath Lab Code with a pre-hospital notification system activated by paramedics in the field.
